Introduction
Infectious disease used to be the major cause of mortality in the UK. Immunisation/vaccination programmes were designed to protect individuals and their communities from infectious diseases. Immunisation programmes have partially lessened the burden of mortality and morbidity of infectious disease, but the decline in disease rates is probably largely attributable to other factors, for example, improved sanitation. There is, however, some evidence of the success of immunisation programmes, where immunisation has eliminated diseases, for example, smallpox.' Also, when immunisation programmes are disrupted, the rates of disease increase, for example diptheria in the USSR.4
Individual benefit or benefit for the community?
Individuals will benefit from immunisation, on average, if the chance of developing morbidity/ mortality from the disease before immunisation, outweighs the chance of developing morbidity/ mortality after vaccination (including any side effects of the vaccination). It cannot, however, be guaranteed that a particular individual will benefit.
Communities and individuals will benefit from immunisation programmes if immunisation of enough people in a community leads to an overall reduction in the chance of developing a disease. That is, because of a decreased chance of contact with the disease. This notion is referred to as herd or population immunity. If sufficient people are immunised the disease may even be eradicated. Levels of immunisation in the UK are currently very high, despite the absence of a compulsory vaccination policy.' Even so, the rates of immunisation vary in the UK, most commonly in response to public anxiety about the side effects of vaccination (a very low risk). Epidemiological advice suggests that if children were not to be vaccinated, epidemics could ensue.5 However, the conclusion of the article is that compulsory vaccination cannot be justified in the UK at present, in view of the high levels of population immunity which currently exist.
What is the procedure by which consent is usually obtained to immunise a child in the UK?
In the UK, immunisation normally takes place in a health care setting during an individual consultation, when parents or carers accompany their children. Occasionally immunisation takes place in another setting (for example, a school) and parents entrust their children's safety to professionals. This situation often arises in mass immunisation campaigns or when children are in foster care.
In most health districts, there is a policy on how consent is obtained for immunisation programmes. A written invitation is sent to parents for each individual vaccination and consent is obtained from the parent at each clinic visit. In routine circumstances, a child may not be legally vaccinated until a parent has consented to the procedure.6 This legal view considers that the parents' rights to decide on behalf of their children override health care workers' duties of care.
In contrast, there are three viewpoints commonly held by health care workers when consent is not obtained from parents to vaccinate their children.
Despite the legal position, health care workers may feel justified in promoting what they see to be the children's interests above their concern to respect parental wishes. However, I will assume that this is an untenable position as most health care workers would not insist on interventions where the benefit to children is small: for example, insisting that seemingly healthy children have routine screening against parental wishes.
Alternatively, in the event of any disagreement, health care workers might feel that respecting parents' choices is the most effective way to promote children's health and that compulsory vaccination would prove counterproductive. A single vaccine is unlikely to offer children reasonable protection against all infectious disease. If parents have not cooperated in the decision, they are less likely to comply with subsequent immunisation or health care interventions.
However, if there is a risk of significant harm to the child, it may be reasonable to override a parental refusal. For example, a child in the early stages of rabies can be, by immunisation, protected from almost certain death.7 The health care worker's statutory and moral duty is then to ensure that the child receives the vaccination as the child's life is at stake, no matter what the parental views.8 This is also the case if no answer from the parent can be obtained.
In less extreme circumstances, health care workers might instead consider that their professional duty requires them to listen to parents' views when they are available, so that they are fully informed to help each child if the child's health falls below a certain standard, even if this involves acting against parental wishes.
Vaccination against parental wishes may not be justified, if the benefit to the child is insignificant, because of the risk of wronging parents; specifically, the loss of the parents' right to choose health care for their children. Health care workers need to judge whether interventions benefit children sufficiently to justify acting against the parents' wishes.
Can a rights-based approach resolve the dilemma of whether to have compulsory childhood vaccination?
The rights which are relevant to deciding whether vaccination should be compulsory are: children's rights to health care; parents rights to raise their children according to their own standards, and the right of the community to be protected from preventable infectious disease.
How might rights be defined? Moral rights are often appealed to as eternal and universal verities although their source is often felt to be obscure.9 Rights are sometimes seen to promote selfish action as they are viewed to be the concerns of individuals. However, rights can also protect individuals from being exploited by defining the limits of acceptable behaviour in the community.
The communitarian notion of a right implies that the community has some common moral ground. From this common moral ground, the community can agree that in certain circumstances some actions between agents should be compulsory or outlawed. Hart says: "The concept of a right belongs to that branch of morality which is specifically concerned to determine when one person's freedom may be limited by another's".'0
Mill points out that rights also have corresponding duties.11
The problem with these definitions is that a parent and child could hold conflicting rights. A solution to this problem is the view that rights are not necessarily absolute and that, often, in the case of conflicting rights, one right can be considered overriding. 9 What are the rights and duties of parents?
Here it is argued that the parental right to rear is based on a duty of parents to care for their children to an acceptable level. If they fail to care for their children, they relinquish the right to rear. It is felt that a child has a right to be cared for and this includes a right to receive life-saving vaccination when the child already has an easily curable condition, no matter what the views of the child's parent(s).
Several writers state that generally in law the presumption is that parents will make good choices for their children.'2"'" Others explain that parents have to bear the emotional and financial consequences resulting from health care intervention. However, other writers point out that the children bear the direct consequences of health care, not their parents.'2 This means parents may not be morally free to make all choices for their children if this acts against the children's interests as perceived by society.
In contrast, some people argue that parents have a right to raise their children according to their own standards without interference. There are several arguments to support this view: I shall consider the most persuasive ones.12
First, it is argued that parents are entitled to rear their own children because they are genetically related to them or because the mothers declared an interest in the children by bearing them. This may mean that parents are best suited to bond with their children and give them the best care. Unfortunately the bonding process is not inevitable between a parent and a child. Sometimes another carer may form a more suitable relationship with the child. Although genetic relationship is seen as important in our society, it is not automatically enough to entitle a parent to raise his/her child.'2 16 Second, families are seen as valuable social institutions, which provide emotional security and foster intimacy and familiarity in children. It is argued that the family needs to be free from interference to fulfil these roles.'6 This means the family may have a right to privacy.
The right to privacy is derived from the claim that families are intimate entities. 13 However, Archard suggests that the family relationship is not intimate in the same manner as, for example, a sexual relationship where a third party's interference will prevent the development of the relationship.'6 If a parent is asked to attend an immunisation for his/her child, so the child's health can be protected, this does not necessarily prove detrimental to the fostering of family relationships.
Archard suggests that the person who has a right to care for the child earns this right by caring for the child.'6 I make the assumption that most people expect the parent or guardian to provide food, shelter and nurture for the child if s/he is able to do so. Nurture would include parental duties to maintain a child's health to a reasonable level by accessing available health care.
Competing interests
My own definition of a reasonable standard of health would include major illnesses but would exclude minor problems which, although considered significant by some professionals, would not directly harm the child's health, for example, having crooked teeth. It is difficult to decide into which category a potential immunisation might fit. It seems that such a classification would depend on the balance of benefits and risks to the child. For example, the child in the early stages of rabies should be protected by immunisation no matter what the circumstances. But, a parent who does not want his infant to receive pertussis vaccination is subjecting his child to a smaller health risk. There is also a very slight possibility that the child could be harmed by the vaccination, ie the vaccination might confer long-term brain damage to the child (this is thought unlikely)."
This does not mean parents are obliged to optimise a child's interests,'2 because of the competing interests of other children and the interests of the parents themselves. '2 In other words, if parents fail to maintain a minimal level of care, they relinquish their right to ear." 1" Health care workers should at least consider whether children's rights to basic care override parents' right to choose. We shall return to this point later. '2 20 What rights does the community have?
Another potential "right" needs to be considered before it can be decided whether compulsory vaccination is an acceptable policy in the UK, namely, the right of every individual in the community to be protected from infectious disease, by insisting on high levels of childhood vaccination. The grounds for such a right would be that non-immunised children pose a greater risk of infection to the community than immunised children.
It is difficult to argue that the community in general has a right to demand compulsory immunisation from all members in the community. Individual immunisation offers a high level of protection from communicable disease and is readily available to the whole population. The risk of infection from an unimmunised child to an immunised individual will usually be very small. It seems therefore, the best option for persons worried by the threat of infectious disease would be to ensure that they themselves are immunised, rather than insisting on compulsory vaccination for all.
Despite this, there will be some groups who cannot be immunised, for example, they may be too young to receive immunisation or they may have another medical condition which prevents them from being immunised, for example leukaemia. These people are more at risk from non-immunised individuals.
However, levels of population immunity or vaccine uptake are generally high in the UK for conditions where vaccination is available. For other diseases, poor access or non-availability of vaccination explain low levels of population immunity, rather than low levels of uptake.' If a small minority of parents decide not to have their children vaccinated, it is unlikely to alter significantly the level of population immunity and the chance of susceptible individuals contracting infectious disease. Because of this the community does not have a right to insist that all children are immunised, even to protect vulnerable persons.
However, the right of the community to be protected from infectious disease does seem to have some validity. The right seems to imply a duty on behalf of the health care system to offer immunisation to all those at risk of contracting communi-cable disease where a suitable, effective vaccine is available and the costs are not prohibitive.
What rights do children have?
Children do not necessarily have claim rights to health care in all circumstances, if treatments are of dubious effectiveness or are very expensive. However, it seems reasonable that they have a right to vaccination, if the danger of a severe infection is great and a safe vaccine is available, ie the chances of benefit to children greatly outweigh the chances of harm. It seems that this right outweighs any rights parents have to choose. Social services have statutory legal powers to organise such vaccinations through the courts.
However, most immunisations given to children in the UK do not show benefits of such magnitude. This is because, in the UK, most vaccine-preventable infectious diseases have become rarer and show a significant degree of population immunity, lessening the chances of children contracting them. In these cases, it becomes much more difficult to decide whose rights are overriding, parents' or children's.
If a child is due to receive an immunisation where the benefits to the child could be significant but not immediately life-saving and the parent has repeatedly not replied to the request for consent and is not present, the immunisation cannot go ahead because of the current legal position. An example of this would be a child in foster care. Non-vaccination will increase the risk of serious infectious disease, but the increase is difficult to quantify. In contrast, most immunisations are procedures of very low risk. Generally, parents attach great importance to being involved in the decision making process for immunisation of their child6 but may accept the results of immunisation even if they were not present and had not given consent, for example, parents of children who are inadvertently immunised in mass campaigns. In view of these considerations, immunisation might sometimes be justified if the likely benefits far outweigh the likely harm. More research is needed into the opinions of parents who repeatedly fail to give consent for the vaccination of their child and the quantification of risks and benefits for the child. If a majority of such parents were to object strongly and/or the level of benefit to an individual child was small, the decision might need to be reversed.
Conclusion
In this article, the issue of whether there should be a compulsory vaccination programme has been discussed. In particular, it has concentrated on the dilemmas health care workers face when they try decide whether it is morally justifiable to vaccinate a child where parental permission is refused or problematic.
Health care workers cannot justify compulsory immunisation for children against parents' wishes, purely in terms of the consequences that their actions yield. Parents can be wronged if their wishes are ignored and usually their wishes should be considered overriding. However, if children are considered to be in danger of being harmed significantly, their wellbeing is the primary concern.
Health care workers' decisions whether or not to consider parents' views as overriding, should be based on consideration of the respective rights of parents and children, namely parents' rights to rear their child according to their own standards and the children's rights to health care. Children's rights to health care at least include the right of access for vaccinations which prevent otherwise inevitably fatal diseases. Parents must maintain a minimal level of care for their children to earn their rights to rear according to their own standards.
If children are suspected of having a potentially fatal condition preventable by vaccination, such as rabies, and consent has been requested without reply, the immunisations should go ahead even if legal action might be needed to do this.
However, it is not easy to argue that a child has a right to a vaccination when the balance of harms and risks is less obvious. Generally a child who is assumed to be well should not be immunised if the parent has refused, as the parent could be wronged. This is the case for most vaccinations in the UK, where protection is given for diseases which are not very prevalent or where there is already a high degree of population immunity.
In conclusion, it seems that a policy of compulsory vaccination cannot be justified, as the present system of non-compulsory vaccination promotes high levels of population immunity. However, if the level of population immunity were to fall for a particular vaccine-preventable infectious disease, compulsory vaccination might become a morally justifiable option.
